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1.0 Policy

This policy is in addition to HS033 which is the normal End of Life Care policy.  This procedure must be followed in the event of the death of a resident suspected or confirmed as having COVID-19.   
A compassionate, pragmatic and proportionate approach is required in the care of those who are dying. The presence of a person close to the resident should be facilitated in so far as it is possible, they should be aware of the potential infection risk. Pastoral care team where requested by the person or their family and who are willing to attend should NOT be restricted from entering the facility.  For the anointing of the sick or other rites where only transient physical contact  is required, gloves are not necessary so long as hand hygiene is performed  immediately after anointing or touching the person. 

2.0 End of Life Care.
2.1 A review of end of life care plans will be undertaken in the preparation phase of the COVID-19 emergency.

2.2 Advance care plans should include decisions about whether hospital transfer would be considered (for oxygen therapy, intravenous fluid and antibiotics) for COVID-related illness

2.3 Advance care plans should be shared with the primary care out-of-hours service. Primary care providers should consider how to respond in a timely fashion.

2.4 Where a resident is at the advanced stages of a life limiting condition and has already been moved to a palliative approach, care should continue in accordance with their end of life care plan and known wishes and preferences previously recorded. 

2.5 Where the resident is at the palliative care stage of their illness, the DON should liaise with the resident’s GP or palliative care team about anticipatory prescribing for end of life symptoms.

2.6 Where a resident who is not at the advanced stages of a life limiting illness becomes very ill because of COVID 19, their GP must be informed and decisions about interventions must be made by the resident’s GP, involving the resident as far as he/she is able and the views and observations of family as appropriate.

2.7 Symptom management for residents with Covid 19 receiving end of life care is provided in the End of Life policy.  
3.0 Visitors.

3.1 The presence of a person close to the resident will be facilitated as far as is possible.

3.2 Decisions about visitation during an end of life situation should be made on a case by case basis, which should include careful screening of the visitor for fever or respiratory symptoms. Those with symptoms should not be permitted to enter the facility. 

3.3 Potential visitors must be informed of the potential risk of infection and the need to self-quarantine for 14 days after visiting

3.4 Please reference the Covid 19 visiting policy for practical steps on visitor management to residents who may be very unwell or at the end of their life.

3.5 For the anointing of the sick or other rites where only transient physical contact is required, gloves are not necessary so long as hand hygiene is performed immediately after anointing or touching the person 

3.6 Visitors should avoid contact with people other than the person they are accompanying.
4.0 Use of Oxygen.

According to the Interim Guidance on the use of oxygen in long term residential care settings for older people during the COVID 19 pandemic V.309/04/2020 –

‘The primary pathology causing death in patients with COVID 19 is respiratory failure as a result of a viral pneumonia. Viral myocarditis has also been reported as a cause of up to one third of deaths. Secondary bacterial infections are rarely reported. Death is more common in those with significant frailty or co-morbidities with lower physiological reserve.

In the absence of effective anti-viral therapy, management in any setting is primarily symptomatic and supportive. As the disease can progress rapidly or unexpectedly, advance care plans including decisions on ceilings of care should be documented in advance of decisions regarding oxygen treatment.

The role of supplemental oxygen

Recent evidence suggests that supplemental oxygen has only a limited role in the management of COVID 19 in care settings outside acute hospitals. Oxygen may have some value in supporting patients with respiratory and cardiac morbidity, where it should be titrated against oxygen saturation levels and knowledge of background co-morbid disease, in particular COPD where Type 2 respiratory failure is more common.

There is consensus amongst palliative care physicians that oxygen does not typically improve symptoms of breathlessness at end of life where the approach should instead be the provision of appropriate supportive palliative medications (see CG Management of severe breathlessness). This often needs to be explained to carers and relatives

Prescribing oxygen

Oxygen is a treatment for hypoxia and should be prescribed in the medication Kardex by the registered medical practitioner or nurse prescriber. All changes to prescription / flow rate must be discussed with the prescriber.

Maximum titration flow in care settings outside hospital is 4 l / min. When supporting a patient with Covid 19 for recovery with oxygen, supplementary oxygen can be commenced when saturations are less than 94%. The oxygen should then be titrated to achieve a target of 94%-96% in those patients who do not also have COPD.

In patients being treated for Covid-19 with a co-morbidity of COPD, oxygen saturations should be targeted at 90 - 94% due to the risk of Type 2 respiratory failure’.

5.0 Verification of the residents death
5.1 SCENARIO 1: Death where a resident was suspected as having COVID-19 however this has not been confirmed as the resident was still awaiting testing.
· Report the death to the District Coroner.  Patrick O’ Connor, Swinford, coroner for East Mayo 094 9251333
· Transfer body to mortuary if the Coroner so directs or in accordance with established out of hours procedures.

· Post mortem viral swabs may be taken at the direction of the Coroner.

· Whilst awaiting swab results, the body may be released by direction of the Coroner if the doctor confirms the cause of death as being due to natural causes and there are no other circumstances requiring further investigation or examination. The actual cause of death to be certified by the doctor on the Death Notification Form will need to be confirmed with the Coroner’s office once the swab result is available.

· If positive, in most cases a postmortem examination will not be required unless other circumstances are present and the law mandates an autopsy to be directed by the Coroner.

· If negative and the body has not already been released by direction of the Coroner where the doctor has confirmed the cause of death as being due to natural causes and there are no other circumstances requiring further investigation or examination, the need for post mortem examination will only be required if the Coroner so directs based on the clinical and other circumstantial information applying the law accordingly.
5.2 SCENARIO 2: Death of a resident where there has been a previously confirmed outbreak of COVID-19 in St. Attracta’s Residence .

· Report the death to the District Coroner.

· The Coroner may release the body if he or she is satisfied that the cause of death is due to natural causes, and there are no other circumstances requiring further investigation or examination. This will include in cases where an ante mortem swab has been taken and the result has not yet been returned.

· The actual cause of death to be certified by the doctor will need to consider the preceding medical history and circumstances, and to be confirmed with the Coroner’s office.

6.0 Last Rites

Staff are advised the door to the deceased resident’s room be closed with a time of closure recorded on a notice on the door. Following a 1hour period (allowing for droplets to settle).  Staff can enter the room to provide last rites care. 

· At a minimum staff should wear the following: 

· Nitrile gloves, Long sleeved water resistant gown, Where there is a risk of splashing during last rites, staff should also take droplet precautions i.e. surgical mask and goggles.
· A face mask should be placed over the mouth of the deceased resident prior to commencing care of the body. 

· Hygiene preparation should be carried out including washing of the face and hands, closing the mouth and eyes, tiding the hair and in some cases shaving the face
· The plugging of orifices to prevent discharge is not permitted for infectious diseases (HPSC, 2013). 

· In accordance with HSPC (2013, page 17) in the case of |Hazard Group 4 infections such as COVID-19, wounds should not be covered, and all drains, catheters and intravenous lines should not be removed. Drainage sites should not be covered with a dressing. 

· If the relatives want to wash or prepare the body for religious or cultural reasons, the nurse should advise the family members / religious leader / representative of the need to wear PPE consisting of a long-sleeved gown, gloves, a surgical facemask and eye protection if there is a risk of splashing 

· Last offices and removal from the clinical area should be carried out by a minimum number of staff. 

· Viewing of the deceased resident is permitted only for those relatives who have been screened prior to visiting. Visitor numbers must be restricted due to the risk of spread of infection. 
7.0 Preparation of Removal to the Funeral Home / Mortuary

· Those physically handling the body and placing the body into the coffin or the inner lining should wear, at a minimum, the following PPE:  Gloves, Long sleeved gown, Surgical face mask and Pay close attention to hand hygiene after removal of PPE.
· PPE is not required once the body has been placed in a body bag or coffin.
· Ensure the deceased residents is wearing a facemask.
· The family should be advised not to kiss the deceased and should clean their hands with alcohol hand rub or soap and water after touching the deceased (HPSC, 17/04/2020)

· The deceased resident’s body should be wrapped loosely in a clean sheet and secured with tape.

· The remains must be placed into a body bag and the bag zipped up fully. The bag should not be reopened once closed to reduce the risk of infection. 
8.0 Terminal Cleaning.

· Following removal of the remains from the room, the area will require terminal cleaning.

· Staff must wait an hour before cleaning the room.

· All equipment and surfaces should be cleaned using detergent and disinfected using disinfectant active against viruses or a 2 in 1 solution.

· For equipment, staff should check manufacturer’s instructions to ensure that the products in use are compatible with the instructions for cleaning and disinfecting the equipment.

· Cleaning and disinfecting the room must include:

· Top, front and sides of the bed’s headboard, mattress, bedframe, foot board and side rails, and between side rails

· TV remote

· Nurse-call device and cord

· All high-touch areas in the room including tabletops, bedside tabletop and inner drawer, phone and cradle, armchairs, door and cabinet handles, light switches, closet handles, etc.

· In the bathroom, start with the highest surface and clean the toilet last; clean the sink and counter area, including sink fixtures, and if there is a shower, the support bars and shower fixtures and surfaces

· Staff carrying out cleaning must wear PPE for contact precautions, that is nitrile gloves, plastic apron or the use of full sleeved gown and eye goggles where there is a risk of contact with body fluids from equipment.

· Linen.

· All linen should be placed into a water soluble or alginate bag. The bag must be sealed using the thread attached to the crease at the side of the bag.

· The bag should be placed into a red canvass linen bag and transported for laundry.

· Laundry staff must ensure water temperatures are > 65°C for more than 10 mins 

· Staff handling laundry must use contact precautions, including gloves and plastic apron.

9.0 Support for staff 

· The effect on staff and residents during outbreak events should not be underestimated especially where the mortality rate is high. Every effort should be made to support those who are impacted by outbreak events.

PAGE  


